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2017: Preparing for Year One Under APM

A All Payer Model
0 Represents a big step in strengthening the puphwate partnership to deliver on Vermont health reform
goals
o Engagement and participating by broad network in 10 communities
0 Riskcontracts with all payers and 1 self funded group to support scale targets
o First ACO Budget submitted and approved by the Green Mountain Care Board

A HospitalPaymentReform
o0 Prospective population payment model for Medicaid, Medicare, and Commercial

A Primary Care Support
o Broad based programs for all primary care (Independent, FQHC, Hd3péedted)
o More advanced pilot reform program offered for independent practices

A CommunityBased Services Support
o Inclusion of Home Health, DAs for Mental Health and substance abuse, and Area Agencies on Aging in
complex care coordination program
A Continuity of Medicare Blueprint Funds (Former Medicare Investments under MAP(
o Continued CHT, SASH, PCP payments included for full state

A Significant Movementoward True Population Health Management
o RiseVD I YIF22NJ FSFGdz2NBk LI NIYSNI AYy hyS/INBEQa vdzZ RN
o5Aa4S8SlaS YR awAaAiyd wialée alylF3aSyYSyid o6vdz RNI yi
o Complex Care Coordination Program (Quadrants 3 and 4)

o0 Advanced data to measure and enable model
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2018 OneCare Vermont ACO Network

Multiple Payer Programs (Medicare, Medicaid, Commercial)
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Medicaid Only

Hospital CvMC Brattleboro UvVM DHMC Porter Medical Northwestern Springfield
Memorial Medical Center MedicalCenter Hospital
Hospital Center
FQHC NOTCH (VMNG SMCS
only)
Ind. PCP 1 Practice 14 Practices 2 Practices 2 Practices
Practices
Ind. 4 practices 14 Practices 4 Practices 4 Practices
Specialist
Practices
Home Central VT Home  VNAof VT and VNA VNAof VT Addison County  Franklin County ~ VNAof VT and
Health Health& Hospice NH; Chittendert and NH Home Health & Home Health & NH
Bayada Grand Isle; Hospice Hospice
Bayada
Skilled 4 SNFs 3 SNFs 2 SNFs 1 SNF 2 SNFs 1 SNF
Nursing
Facilities
Designated Washington Health Care and Howard Counseling Northwestern Health Care
Agencies County Mental Rehabilitation Center Service of Counseling & and
Health Services of Addison County  Support Services  Rehabilitation
Southeastern Services of
Vermont Southeastern
Vermont
All other 1 Naturopath 1 Other 1 Naturopath 1 Naturopath 1 other
Providers 1 Spec. Svc. (Brattleboro 2 Spec. Svc. provider
Agency Retreat) Agencies
hyS/INB KFa /2ttF02NF S ! INBSYSyda 6AGK ¢NALES !'Qa FONBraa GKS adlras

OneCare also has a collaborator Agreement with the SASH Program.
*Bayada serves the entire state of Vermont these are the communities where there are main offices.
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Operational Accomplishments
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PayerProgram Implementation:Vermont
Medicaid NextGeneration

A Readiness

0o
0o

OneCareVT.org

All 333VMNGReadiness items completed

60 new policies, procedures and plansveloped and fully
operationalized

Statewideprovider training on new programequirements
Beneficiary notifications complete, with less than 2% opt out rate

Two new Committees developed to monitor Compliance and
Utilization Trends

Realignmentof patients who were attributed to a specialist to a
primary care provider



Operations and Communication

A Core Team

o Following the Readiness period the Core Team was formed to
optimize the operationalization of the program. Representatives
Included:

i 511 Qa tlFre&YSyd wSF2N¥Y ¢SIY
U OneCare representation in Program Operations, Finance and Analytics

A Operations Team

o Monthly joint Operations meetings to bring DVHA and OneCare
staff together for updates on specific topics to include Complianc
Customer Service, Utilization Management and Financial
Reconciliation
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Resolution Process (Y

L\

A Issue Identification and Tracking

0 The Core Team tracks VMNG program issues centrally. They m
weekly to identify and communicate issues through to resolution.

A Forum for Identifying and Resolving Issues

o Our OneCare internal staff and provider community raise issues
be addressed

o Depending on the nature of the issue, there may be a specialize
meeting set up for deep dive discussion to include the following:
0 OneCare and DVHA subject matter experts attend

U DVHA involves their claims processing vendor, DXC to resolve key
technical issues

U Provider representatives are included in discussion forums

OneCareVT.org 9



2018 Operational Improvements

A Based on the first year of the program, DVHA and
OneCare identified operational items to incorporate
into the 2018 contract and workflows.

A Items Include:
0 Independent Primary Care Pilot
o0 Specialist Attribution Recommended Changes
o Prior Authorization Improvements
o Financial Reconciliation Improvements
o Waiver enhancements
o Alignment on APM measures

OneCareVT.org 10



Utilization Review &
Prior Authorization Waiver
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Prior Authorization Exemption: Trend
Monitoring M

A OneCare is required to monitatl services covered under the
utilization management (UM) program usiagariety of reports
and analytic applications

A Monthly reporting and monitoring of all UM program
componentsperformed byclinical, quality, financial and
operations staff reporting up through theneCare Utilization
Review Committee

A Quarterlymonitoringby the Population Health Committee and
Board of Mangers

A Annually, OneCare will conduct an evaluation ofredl UM
programcomponents, identifyingccomplishment and
opportunitiesfor improvement informing priorities anduture
Interventions

OneCareVT.org 12



VMNG Utilization Review Application

ACO Name
Reporting Period:
Version:

Report Name:
Description:

Workbench ° ne

Wonth-Year

‘ear -
Month-ear - Q

Prior Auth Categories
Metwork
Majar Cakegary

Billing Provider
Procedure
Diagnosis Graup
Ciagnasis
Principal Diag ...

Patient Mame
Eligibility

Care Coordinati...
Age

Definitions:

[ = T - R =1

OneCare Vermont
01/01/2016 - 09/30/2017
1.0
Utilization Manage ment Review
Analysis of utilization for services no longer requiring prior authorization

Prior Authorization Categories- Major Category/Subcategory/Procedure
Utilization per 1000 per Month

\1] P& Major Category

— TEETS

— DURABLE MEDICAL EQUIPMENT
OTHER
EXCEPTIOMNS/UNCLASSIFIED

—  IMAGIMNG
FROCEDURES

PA Waived*

W’\/\

Monthiear

Billing - HSA/TIN/Provider
Utilization per 1000 per Month

4] silling Hsa

— Betlin

— Butlington
Middlebury
Qut of Metwark

= 5t Albans

manthrear

Exceptions/Unclassified codes: S8032 (Low Dose CT Lung Screening) & G0154 (HHCP-SVS of RN, EA 15 min)
Other codes: C9399 (Unclassified Drugs or Biolog)

Notes:

*Prior Authorization was waived for in network services in February 2017.

Designated Agency biling has been removed from this application as of 12/01/2017 because services are not in OCV's TCOC
Imaging has the highest utilization out of all prior authorization categories.

No notable changes have been identified in the data since prior authorization has been waived.
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Care Coordination

OneCareVT.org




Population Health Approach to Care Coordina

/u/44% of the population

community-based wellness activities

U Key Activities:
A PCMH panel management
A Preventive care (e.g. wellness exams,
immunizations, health screenings)
A Wellness campaigns (elpalth education
A andresourcesyellness classeparenting

\ education)

U FocusMaintain health through preventive care and

\

ﬁ40% of the population

FocusOptimize health and sethanagement of chronic
disease

’
v

Key ActivitiesCategory 1 plus

A PCMH panel management: outreaci2{yr) for
annual Comprehensive Health Assessment (i.e.
physical, mental, social needs)

N
S

|
(6% of the population ‘

U FocusAddress complex medicalscial
challengesby clarifying goalsf care,
developingaction plans, &prioritizing tasks

U Key ActivitiesCategory 3 plus

A Outreach & engagement in care coordin
least monthly)*

A Coordinate among care team members*

A Assess palliative & hospice care needs*

Q Facilitate regular care conferences *

=,

- Cateqgory 1: Category 2: A Disease & selfnanagement support* (i.e.
/~ Healthy/Well Early Onset/ ™\ education, referrals, reminders)
/ (includes unpredictable Stable Chronic '\ A Pregnancy education
unavoidable events) .
lliness /
LOWRISK = MEDRISK
VERHIGHRISK | HIGHRISK :
' 10% of the population \
Category 4: Category 3: f

Complex/High Cos
. Acute Catastrophic

t

Full Onset Chronic ,
liness & Rising Risk

FocusActive skiHbuilding for chronic
condition management; address-oacurring

A Designate lead care coordinator (licensed)*

ation (at
16% Lives

40% Spending
89% Multiple Chronic
67% MH Condition

OneCareVT.org

social needs

Key ActivitiesCategory 2 plus

A Outreach & engagement in care coordination
(>4xIyr)*

A Create & maintain shared care plan*

A Coordinate among care team members*

A Emphasize safe & timely transitions of carej

* Activities coordinated via Care Navigator software platform

A SDoH management strategies*
15



Care Coordination

A

Implemented Care Coordination Model in 4 VMNGnmunities and 1
RWJ norrisk community

o Transitioned 67 VCCI patients

0 Riskstratified VMNG population

o Facilitated community workflows

0 Increased utilization of Caidavigator

Created a VMNG cros®mmunity care coordination core team to focus
on care coordination strategies for populatibralth

CoK2alUSR a4¢22fta FT2NJ 9FFSOSeésOsS / | NI

Developeda straw model and held focus groups with primary care and the
full continuum of care providers around new advanced care coordination
payment models

OneCareVT.org 16



Care Navigator Software Implementation

The Care Coordination Program is supported by use of the Care Navigator
software.

n 2017

° 102 New user trainings on Care Navigator

. 290 users in the system.

SASH AAA
12% 3%

Active users are
from designated
agencies, SASH
and practices.

PCP/CHT
53%

OneCareVT.org 17



Care Navigator Software Implementation

Users are joining care teams, taking lead and initiated shared care plans.

Patients with Care Teams
2,000 VMNG 2017 L 666

1,581 . 1,748
1,500 1,430
v 1,224 L33
=
2 1,000
[y:]
o
500 401
0 o 2 24 - 6
January Feb March April May June July August September  October November December
5 000 Patients with Initial Lead Care Coordinator Assigned
’ VMNG 2017
1,500
2
c 942 1,005 e 1,166
2 1,000
= 765 83 2
oo
500 23
120
64
0 —p -1 13
January Feb March April May June July August September  October November December
Patients with Care Plans Initiated
2,000 VMNG 2017
1,500
1]
£1,000
=
®
o 500
156 186 206
0 3 0 1 3 8 13 as - 133
January Feb March April May June July August September October November December
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Increased Primary Care VISItS

Of the 12,747 highest risk patients (top 3 levels), 583 (4%) had
no PCRisitin 2016. These patients wedetermined to need a
comprehensive health assessment.

Patients without a PCP Visit
Medium, High and Very High Risk Patients

700

600

500 483

400 —383

300
200
100

0
lanuary February March April May June July August  September

Asof September, 2017 only 20817) had no PCP visit and 31% (98) of
those patients had a comprehensive health assessment.

OneCareVT.org 19



Emergency Dept. and Inpatient Reductions N‘//
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Quality Improvement
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Quality Measurement & Improvement

S

i\

A 2017 Quality Measures
0 Increased alignment of ACO measures with All Payer Model Measures

A Future Quality Measures

o Developed systematic process to gather feedback from Network participants
and consumers

A Codeveloped a Controlling Hypertension Learning Collaborative

A Designed and deployed applications to monitor utilization
(over/under)

A Creation and sharing of Community Success Stories

OneCareVT.org 22



Quality Improvement: .
Clinical Education & Training Series M

OneCare Multidisciplinary Grand Rounds ~ #at OGO
A June 2017Medicare Annual Wellness S N T

VSt MEDICARE ANNUAL WELLNESS VISITS
ISI

The Medicare Annusl Wellness (AWV] visit focuzes on prevention, earty Cisease detection, safety, and

ination of care. Thiz ge Denefit includes a heskh rick aszessment, 8 review of the patient’s

' Rhistory, 8 patient risk factors assessment, and offers referrals to appropriste services and programs. The
’ AWV can be provided by 8 numder of licensed professionals, such as registered nurses, in the PCP office

A September 2017 Palliative Care

:'/" A‘-‘ hm::m)m:@u:wmugwmm;:nummn:nmwwa
4 Mmmn'-\mcuwmuwmnua’&mmmwwmmm
A October 2017 SymposiurRopulation ( i

impiemented the initistive in December of 2016. OneCare Vermont supports the AWV a3 a dlinicsl priority

MONTPELIER INTEGRATIVE FAMILY MEDICINE

Health and Diabetes S R
A December 2017Suicidality Interventions E%H:EJ o
A March 2018Dementia L e e e et el
OUTCOMES
A May 2018 SymposiuncOPD oot s e st vt s
. 134 " 34 s .’/
A September 2018: Pediatric Topic TBD m j .
A October 2018ESRD W W S
A Decemberr018: TBD SR~ T

m»wwfuaﬁnu-hmwwimmwlﬁluﬁsw'
“My PCP never seems to have enough time to cover all these things. | leamed some new things about eating hesithy with disdetes”

LESSONS LEARNED
W R ene g v o -
7 Dubiins B0te sainn it
fot practice
v Sonik =2
Incremes fob satifaction

Juby 2017
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Financial Model &
Payment Streams
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Financial Performance to Date

A Four hospitalseceived fixed payments for treatment of attributed
Medicaid lives ($47M total)

o This is an exciting shift away from f&e-service reimbursement
A Financial operations are running smoothly

0 Attribution and fixed payments suppled to OCV prior to performance month
o Payments made to the network by the second Friday of the performance mon

A While the year is not complete due to insufficient claims runout,
spending performance appears to be within 1.5% of the target

A The hospitals have contributed $410k to the Value Based Incentive
Fund throughout the year

o This will be distributed to the network to reward quality, with 70% goinc
to primary care

OneCareVT.org 25



Scalability for 2018 and Beyond

A To support the complexity of the 2018 programs, OneCare
plans to provide scalabllity in the infrastructure by developing
people and processes to meet the increased requirements
that support our network in the following ways:

o Programs: Education and communication related to programs

o Care Coordination: Broader roll out and increased adoption of
clinical tools

o Quality Improvements: Increased focus on alignment and
guality improvement activities in the community

o Payment ReformNew partnerships opportunities under AIPBP

OneCareVT.org 26
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OneCare Vermont

Network Success Story
CARE COORDINATION

OneCare continues to work with its participating network members across the
continuum of care to i the Care Ci ination Model, a four-quadrant risk
stratified approach to identify and align individuals’ needs with care coordination and
appropriate, patient-centered interventions. Panel management provides a foundation
to identify and coordinate patients’ preventive and chronic care needs. For the high or
very high risk population with increased utilization of healthcare services, care
coordination activitizs become more intensive and include a consideration of physical
and mental health, social and economic needs and palliative care, as appropriate.
Within communities, care coordination planning and development are incorporated
into existing workgroups and community activities, building on the foundation of

Figure 1. Care Coordination Model

d ity Care Learning Collzborative.
Spotlight on re Vermont's Care Coordination Program
Drivers Actions Taken
> indwiduals with complex physical, mental health, or social » OneCare partnered with Blueprint and DVHA leadership to create and
challenges often have multiple care t=am members who diszeminate 2 Care Coordination Madel [Figure 1)
nead to communicate and coordinate care » Within the model, communities maintain local autonomy while
% The current fee-for-senvice reimbursament model does not waorking towards standardization on agreed-upon slements of care
adequately support care coordination activities, especiall coardination
fae:uiividzalspwling intensive attention Y b In March 2017, 3 Care Coordination Core Team comprized of key
: : stakeholders from the four Verman: Medicsid Next Generation
- E;"o:e:;;:ﬁ ;““‘m‘:;:"‘;z";frm” approaches are [VMNG] pilos communities was formeé to facus on care cosrdination
rkfiow devel d
# warious strategies for the integration of care coordination ::hbom»n”d e ;Cam Navigator = i
exist at the community level while a state-wide swategy is o o onie core coordination payments were made availabie to

needed Home Health, Mental Health Designated Agencies, Area Agency an
Aging and Primary Care practices participating in VMNG

KEY COMMUNITY EARLY STRATEGIES FOR SUCCESS

* Pool PMPM: to hire Case

# High/Viery High Rizk: # Strategic staff selection 5 Dedicated Panel

Panel management for Care Navigatar Manager, Project Manzger and RN Care
approach to clinic-wide trainings Manzager and Panel Coordinatars
workflow & pogulation # Complex case reviews Manager i Pilot practice-based
based approach to # Active community # Monthly interdisciplinary Fnancial incantive to
gutresch relationship-buildng cross-organizztional attend CN trainings

¥ Inpatient-outpatient
warm handoffs

community collaborative
¥ Flag =il WMNG patierts
in EMR to focus team on
coordination
# Create CN super user to

# RN & SW staff embecded
in mast clinics

# CM focus for Community
Collaborative important
for improved, consistent

¥ Re-focus of Cammunity
Collaborative o focus on
specific populations

woridflow development train cthers
LESSONS LEARNED
¥ Teams report success by employing transparent, trusting relationship-based strategies for collective

e T T

¥ Representation from all levels of key stakeholders, care coordination staff to executive leadership, led by a
neutral experienced facilitator has led to a well-informed and results-based process

v Build on existing infrastructure to streamline workgroups and standardize approaches

Augazt 2017
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